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“Those responsible for medical education...will, in decades ahead, need to devote careful
attention to appraising the needs of society for health care and health personnel and to
developing and implementing plans to meet to those needs. Failure to do so will damage
the standing of the profession and educational institutions and will invite—even make
necessary—less desirable approaches to meeting the health care needs of a growing
America. If those responsible for medical education fail to assume and act on a
responsibility that is now clearly theirs, it will be assumed by others.”

— Dr. Lowell Coggeshall
Association of American Medical Colleges, Coggeshall Report, 1965’

Introduction: Why This Conversation Matters

Graduate Medical Education (GME)—the residency and fellowship training required for medical licensure
in the United States—plays a central role in shaping the physician workforce. Each year, nearly 50,000
physicians enter residency training, supported by nearly $30 billion in public funding, primarily through
Medicare and Medicaid.> These investments influence not only the number of physicians entering
practice, but also their specialty choice, geographic distribution, clinical setting, and healthcare services
offered - factors that directly affect patient access to care.

A substantial body of evidence demonstrates that GME functions as a powerful workforce policy
instrument. Physicians are significantly more likely to practice near where they complete residency
training, particularly within the same state or region.%” Training location and structure are also strongly
associated with practice in rural and underserved areas, with residents exposed to rural, safety-net, or
community-based training environments more likely to serve similar populations after graduation.®"3 In
addition, residency program characteristics, including institutional mission, training site mix, and emphasis
on primary care, are associated with specialty choice, with some programs producing substantially higher
proportions of primary care physicians than others.’ Collectively, this evidence underscores that where
and how GME funds are allocated matters—and that many GME workforce outcomes are currently
measurable.

Over the past decade, targeted federal and state initiatives have sought to better align GME investments
with population health needs, although these efforts have not always aligned with Congressional intent.™
Programs such as Medicare-funded rural track programs, Teaching Health Center GME, Medicaid-
supported residencies, and state-funded GME expansion efforts have contributed to an increase in
residency training in rural and community-based settings.>'®'” These initiatives demonstrate that
financing mechanisms, regulatory flexibility, and intentional placement of training sites can influence
physician workforce outcomes and access to care.

Despite this progress, the majority of GME funding remains concentrated in urban, hospital-based
programs and is not aligned with national workforce needs or health outcomes. Medicare's GME financing
structure, largely tied to legacy residency caps and geographic distributions established in the 1990s,
provides limited flexibility to respond to population shifts, evolving specialty shortages, or changes in care
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delivery toward outpatient and community settings.'®'® As a result, many of these newer training
programs designed to meet workforce needs are funded by appropriations and subject to reauthorization,
making them less secure than most hospital-based training supported by Medicare entitlement funds. The
lack of rational GME planning and payment is due to the fact that the United States lacks a
comprehensive national physician workforce plan to guide GME investment across Medicare, Medicaid,
and other federal programs. As the late Dr. Fitzhugh Mullan piquantly observed in 2014, the GME system
remains “anencephalic” - funded but lacking a coordinated strategy.*

A frequently cited barrier to cohesive workforce planning at the federal level is the absence of
standardized accountability data. Medicare GME funds flow directly from CMS to hospitals participating in
training without systematic feedback on whether these investments produce a physician workforce
aligned with community needs. Without common metrics, it is difficult to assess the impact of individual
residency programs or sponsoring institutions. To address this gap, researchers at the Robert Graham
Center for Policy Studies in primary care developed the GME Impact Quotient (GME- 1Q) - an objective,
reproducible score designed to measure sponsoring institutions’ contributions to workforce goals. For
primary care, the GME-IQ assesses the proportion of residents who remain in primary care and who
practice in shortage areas or communities with high social disadvantage, as defined by the Social
Deprivation Index. Parallel measures exist for surgery and psychiatry residencies.?' By providing a clear
accountability metric, GME-IQ enables states to determine whether institutions meet population health
needs and allows CMS to identify programs addressing Medicare beneficiaries’ needs, supporting more
strategic allocation of resources.

Since the 2014 Institute of Medicine report on GME, federal advisory bodies have repeatedly called for
greater accountability, transparency, and strategic direction in GME. Reports from the Medicare Payment
Advisory Committee (MedPAC), the Government Accountability Office (GAO), the Institute of Medicine
(now the National Academy of Medicine), and the American Medical Associations’ Council on Graduate
Medical Education have emphasized the need for improved data on training outcomes, clearer alignment
between public investment and public need, and stronger coordination across federal agencies.??2¢
Although recent legislation has reinforced expectations for accountability and workforce alignment,
implementation has been uneven, fragmented, and constrained by statutory and regulatory limitations.

This discussion paper is intended to inform a national dialogue on the future of accountability in GME
financing. Rather than proposing specific policy solutions, it synthesizes evidence on how GME influences
workforce outcomes, reviews recent federal and state policy developments, and highlights emerging
state-level innovations. It also identifies unresolved questions regarding data infrastructure, financing
mechanisms, and the respective roles of federal and state actors. The accompanying National Academies
of Sciences, Engineering, and Medicine (NASEM) workshop “Exploring Opportunities to Improve Patient

Access to Care through Strategic Changes to Graduate Medical Education” convenes policymakers,

educators, researchers, and stakeholders to examine these issues and explore how public investment in
GME can be more effectively aligned with the nation’s evolving health care needs.
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Federal Policy Context: Persistent Calls for Greater GME Accountability

Over the past 15 years, a series of federal reports and expert panels have raised concerns about the lack
of transparency, strategic direction, and measurable outcomes associated with GME funding. Together,
these assessments have produced a steady drumbeat of recommendations emphasizing the need for
greater accountability, clearer alignment with workforce needs, and more strategic use of public
investment.

A. MedPAC and GAO: Early Federal Signals of Concern

In 2010, the Medicare Payment Advisory Commission (MedPAC) concluded that Medicare’'s GME
payments were poorly aligned with national health needs. It recommended linking payments to residency
outcomes, addressing physician maldistribution, and developing a national workforce strategy.?” Around
the same time, the Government Accountability Office (GAQO) began issuing a series of reports highlighting
the absence of a coordinated federal approach to physician workforce planning.

By 2015, the GAO explicitly called on the Department of Health and Human Services (HHS) to lead a
comprehensive strategy for aligning GME funding with areas of greatest need. 28 Follow-up reports in
2017 and 2018 documented persistent imbalances: 98% of residents remained concentrated in urban
areas, and subspecialty training was growing twice as fast as primary care.’®??

The GAO emphasized that without better data and coordination, federal investments would continue to
fall short of addressing national physician shortages and population health needs.

B. IOM Consensus Report: A Blueprint for GME Reform

The Institute of Medicine's 2014 consensus report, Graduate Medical Education That Meets the Nation’s
Health Needs, provided a sweeping critique of the GME system.?° It described a fragmented structure with
limited accountability and a misalignment between federal funding and population health needs. The
report proposed:

e Establishing a GME Policy Council and a GME Center within HHS.

e Creating two subsidiary funds: an Operational Fund for existing programs and a Transformational
Fund for innovation and workforce alignment.

e Linking GME funding to measurable outcomes such as specialty choice, geographic distribution, and
service in underserved areas.

The IOM emphasized that the lack of reliable data on GME outcomes made it difficult to assess the impact
of training programs or guide policy decisions. It called for a shift from a hospital-centric model to one
that supports community-based training and prioritizes national health goals.

C. 2017 NASEM Workshop: Defining GME Outcomes and Metrics

In 2017, the National Academies of Sciences, Engineering, and Medicine (NASEM) convened a workshop
titled Graduate Medical Education Outcomes and Metrics,?® which brought together leaders from
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academic medicine, federal agencies, and accrediting bodies to explore how GME outcomes could be
defined, measured, and used to inform policy.

Key themes included:

e The absence of a national system to track GME outcomes.

e The need for consensus on key metrics, including specialty mix, geographic distribution, service in
underserved areas, and clinical competence.

e The importance of standardized data collection and national comparators.
e The potential of health IT and big data to enable large-scale tracking and research.

e The value of linking federal GME funding to performance and public reporting.

Participants emphasized that without systematic data collection and analysis, it would remain difficult to
improve the quality, efficiency, and equity of physician training. However, they also noted that data and
methods were available to do routine outcome analysis. The workshop did not produce consensus
recommendations, but catalyzed a shared recognition that accountability needs to be built into the GME
system.

D. CARES Act and COGME: Formalizing federal expectations

The 2020 CARES Act (Section 3401) required HHS to develop a comprehensive and coordinated plan for
all workforce development programs, including GME.?%3" It mandated performance measures to assess
how these programs strengthen the healthcare system and formalized the expectation that GME be
evaluated for its contribution to national health priorities.

In parallel, the Council on Graduate Medical Education (COGME) issued its 24th report and a series of rural
issue briefs.’® These documents called for:

e A federal assessment of rural health needs to identify gaps in essential care.
e Measures to ensure value and return on public investment in GME.
e CMS mechanisms for financial accountability tied to downstream outcomes such as patient care,

population health, and physician wellbeing.

Together, these developments reflect a growing and sustained consensus that GME policy must evolve to
better meet the needs of a changing healthcare system. Across multiple federal advisory bodies, there is
broad agreement on the need for clearer goals, improved data on training outcomes, and stronger
accountability for public investment.

Recent Federal Policy and Regulatory Actions

Recent federal policy and regulatory changes reflect growing recognition of long-standing limitations in
Medicare's GME financing framework, particularly its limited responsiveness to workforce shortages in
rural and underserved communities. Rather than creating accountability requirements or mechanisms for
workforce outcomes, these efforts represent a series of targeted interventions designed to expand
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training capacity, reduce regulatory barriers, and support residency development in settings historically
underserved by Medicare GME financing. Again, these strategic efforts to improve production of needed
physician workforce have largely been financed out of appropriations making them more tenuous.

Early federal efforts to address rural workforce needs included provisions in the Balanced Budget
Refinement Act of 1999, which allowed hospitals to increase their GME caps for separately accredited rural
training tracks, albeit within a limited cap-building window. Despite these provisions, growth in Medicare-
supported residency positions remained overwhelmingly concentrated in non-generalist specialties and
urban settings—98 percent of new positions added between 2005 and 2015—highlighting the limits of
incremental adjustments within existing statutory constraints.'® 32-34

More recent legislation has sought to accelerate progress. The Consolidated Appropriations Act (CAA) of
2021 Section 126 authorized 1,000 new Medicare-funded residency positions, with statutory criteria
favoring rural hospitals and health professional shortage areas.3>-38 To date, however, the majority of these
positions have not reached rural or underserved settings. The CAA also included several provisions
intended to reduce regulatory barriers to rural training. Section 127 eliminated the requirement for
separate accreditation of Rural Track Programs (RTPs), allowing rural tracks to be established within
existing accredited programs, and permitted urban teaching hospitals to sponsor additional rural tracks in
the same specialty when more than half of training occurs in rural settings. In addition, Section 127
removed the Medicare three-year rolling average during cap-building, enabling rural programs to receive
higher reimbursement earlier in the start-up phase.?” Section 131 further allowed certain hospitals to reset
low full-time equivalent (FTE) caps and per resident amounts (PRAs), provisions particularly relevant to
rural hospitals. Early uptake of this option has been modest: as of 2025, only 23 of 219 eligible hospitals
(approximately 10.5 percent) had reset their FTE caps to launch new residency programs.

Regulatory changes have complemented legislative action. A 2019 Medicare rule enabled urban hospitals
to claim resident costs and Medicare reimbursement for time spent training at Critical Access Hospitals
and Rural Emergency Hospitals when these sites are treated as non-provider sites.*? Since passage of the
CAA of 2021, the number of rural track programs has increased, and engagement by Critical Access
Hospitals has expanded substantially, with nearly 100 now serving as participating training sites. 3741 This
growth reflects not only changes in Medicare reimbursement policy, but also streamlined accreditation
processes for rural tracks and federal investments supporting the creation of new rural residency
programs.

Recognizing the challenges of developing GME capacity in resource-limited settings, the Health Resources
and Services Administration (HRSA) has played a complementary role. HRSA's Rural Residency Planning
and Development (RRPD) Program provides start-up funding and technical assistance to help rural health
facilities establish accredited residency programs largely sustained through Medicare financing. As of
December 2025, the program has supported the creation of 62 new residencies in family medicine,
internal medicine, psychiatry, and general surgery, representing more than 750 accredited resident
positions at full complement.' 4 More than one-quarter of rural residencies nationwide have been
established with RRPD support.

HRSA has also expanded community-based training through the Teaching Health Center Graduate
Medical Education (THCGME) program, which since 2010 has funded residency training in federally
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qualified health centers (FQHCs) and other outpatient settings that cannot directly access Medicare GME
financing. The program currently supports more than 1,096 residents across 81 community-based
residency programs.'’#3 A growing body of evidence demonstrates that THCGME graduates are
significantly more likely to practice in rural and underserved areas compared to graduates of non-THC
programs. 4344 Building on this model, HRSA's Teaching Health Center Planning and Development
(THCPD) program provided seed funding and technical assistance in 2021 and 2022 to expand residency
development in FQHCs. As of late 2025, 44 new programs have been accredited, representing more than
560 approved resident positions at full complement. Sustained expansion of these programs, however,
remains dependent on continued THCGME grant funding to support ongoing residency operations. With
increased and sustained THCGME funding, the THCPD program has the potential to nearly double the
existing footprint of the current Teaching Health Center program, one of the most successful programs
for rural and underserved physician workforce production.*> 4

Other federal agencies have pursued parallel strategies. Veterans Affairs programs authorized under the
Veterans Access, Choice, and Accountability Act of 2014 and the MISSION Act of 2018 have expanded
GME training in rural and underserved settings. In 2025, the VA GME Pilot began funding salaries and
benefits for physicians rotating to non-VA facilities operated by Indian tribes or tribal organizations, the
Indian Health Service, the Department of Defense, and FQHCs.#¢ Other efforts are underway to extend
GME into tribal communities, which are largely concentrated in rural areas.*’ In 2025, the Indian Health
Service established a Division of Academic Affairs to strengthen residency training in tribal communities“’
Likewise, federal support of decentralized training models, including rural tracks, further increases the
likelihood that physicians will ultimately practice in areas with limited access to care.*>'”

Taken together, these federal initiatives represent meaningful progress toward addressing workforce
gaps, particularly in rural and underserved settings. However, they are incremental and largely
programmatic, rather than part of a comprehensive, coordinated national strategy for GME accountability
and workforce planning. As a result, longstanding concerns about federal GME financing alignment,
accountability, and workforce impact persist. They also offer proven models that the larger, Medicare-
funded GME program could build on to increase accountability to the nation’s physician workforce needs.
They also offer states means of improving the effectiveness of state GME funding.

State-Level Strategies to Align GME Policy with Workforce Needs

In the absence of a coordinated national strategy and sustained federal leadership, responsibility for
addressing physician workforce gaps has increasingly fallen to states—often without clear guidance,
shared metrics, or sufficient resources. State responses have been uneven and largely piecemeal, with a
limited number of states attempting more comprehensive approaches to GME policy and workforce
planning. Some states have used combinations of Medicaid financing, state appropriations, licensure
reforms, and workforce data infrastructure, to develop “grow your own” approaches to expand residency
training in priority specialties, settings, and regions.* *° State use of Medicaid funding for GME nearly
doubled in the last decade, and state resources committed to GME have similarly increased.? In several
cases, states have moved beyond direct funding to offer technical assistance supporting program
development, accreditation, financial planning, faculty development, and long-term sustainability, while
also convening stakeholders to assess progress and impact.
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The examples that follow illustrate different state strategies for aligning GME policy with workforce needs.
Although such efforts are not widespread, they provide practical examples of how data-informed
workforce planning and accountability mechanisms can be used to align public investment in GME with
workforce outcomes within existing statutory frameworks.3

Wisconsin

Wisconsin's approach to rural physician shortages evolved from early system fragility toward deliberate
state-level investment in GME infrastructure. In the early 2000s, most of the state’s rural training tracks
closed as financial and operational pressures outpaced available support, revealing vulnerabilities in the
state’s initial approach to rural workforce development.> These closures highlighted the need for
sustained technical and organizational support, leading to the development of the Wisconsin
Collaborative for Rural GME (WCRGME) as a capacity-building resource for both emerging and existing
rural programs. °? Legislative action in 2023 marked a key policy milestone, increasing funding for new
program development to $1 million and expanding per-resident support, while consortium investments
further reinforced rural training infrastructure, particularly in northern Wisconsin. >3

Collaboration among key stakeholders, including the Wisconsin Hospital Association, Rural Wisconsin
Health Cooperative, University of Wisconsin, rural hospitals, and academic medical centers, was critical to
designing a comprehensive plan for GME growth. These partners aligned resources and strategies to
address immediate shortages and ensure long-term sustainability. The state prioritized both primary care
and high-need specialties, embedding accountability measures such as required rural training and
retention goals. Importantly, Wisconsin adopted a flexible approach to rural program design rather than
adhering strictly to CMS Rural Track Program requirements, which mandate over 50% rural training, a
threshold difficult to achieve in certain specialties. This flexibility enabled growth in surgery, obstetrics,
and psychiatry programs alongside family medicine.

Funding supports capacity building through rural rotation development, curriculum enhancement, and
feasibility studies, complemented by WCRGME's technical assistance in accreditation, scenario planning,
financial planning, marketing support, and faculty development. > Impact is monitored through annual
surveys and program reporting to the Department of Health Services, ensuring accountability and
informing future strategy. Since 2009, Wisconsin has added 31 new programs or tracks and over 300
residency positions, all with required rural training. More than 60% of graduates from expansion positions
practice in-state, with the majority in rural communities.

Indiana

Indiana has pursued a structured approach to expand GME through the creation of the GME Board
established in 2015 by House Enrolled Act 1323. *° This legislation created the Medical Residency
Education Fund and charged the GME Board with developing a statewide plan to grow residency capacity,
particularly in high-need specialties and underserved regions. The GME Board’s governance structure
includes representatives from medical schools, hospital associations, and physician organizations,
ensuring broad stakeholder engagement and alignment with workforce priorities.>®
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The GME Board provides a tiered funding model to support GME growth: feasibility grants of up to
$75,000 for hospitals assessing readiness to host a residency program; program development grants of up
to $500,000 over two years to build new programs and hire program directors; and residency expansion
grants of $45,000 per resident to increase training capacity.’’>° These funds can also cover infrastructure
costs and support residents who are not federally funded. Recent awards have supported new programs
in family medicine, psychiatry, internal medicine, OB/GYN, and general surgery across multiple regions.®°

Since inception, Indiana has invested $42.8 million through 68 grants, funding 265 residency positions
across 24 institutions. Nine new residency programs have been launched with GME Board support, and
five additional programs are expected by mid-2026, with anticipated growth of 30 more residents by
2027. These efforts are critical given Indiana’s historically low GME density, 2.20 programs per 100,000
population which is lower than neighboring states. Workforce projections underscore the urgency: Indiana
faces shortages of more than 300 family medicine physicians by 2035, and only 58% of physicians trained
in-state between 2012 and 2021 remain in Indiana, highlighting the importance of expanding local
training opportunities®’

Indiana’s strategy reflects the intersection of policy, targeted funding, and collaborative governance to
address physician shortages. By prioritizing feasibility studies, program development, and expansion
grants, the state is building a foundation that will leverage the established partnerships for growth in rural
and underserved areas.

Florida

In Florida, 15 of 78 ACGME-accredited residency training institutions (19%) are rural or safety-net
practices and collectively train roughly half of the state’s 6,000 resident physicians.®> Through its Medicaid
State Plan, Florida provides over $1 billion annually in direct GME and indirect medical education (IME)
payments to teaching institutions, 44% of that funding coming from state general revenue and 56% from
federal match. 8 Florida's direct GME funding is organized through seven legislatively authorized
programs addressing priority workforce shortages, including primary care, psychiatry, mental health, rural
practice, and high-acuity specialty care (§ 409.909, Florida Statutes).

Florida also operates a Medicaid directed payment program for teaching faculty physicians and dentists
under 42 C.F.R. § 438.6(c), allowing Medicaid managed care plans to pass federally matched supplemental
payments to faculty group practices. Each year, more than $300 million in federally matched payments are
distributed to faculty practice groups and safety net hospitals in support of clinical teaching activities. 64 ¢°
Participation in the §438.6(c) program requires state general revenue or intergovernmental transfer (IGT)
funding; however, no Florida community clinics currently participate because they lack access to state or
IGT financing. These payments are tied to Medicaid-specific quality measures, such as access to care,
chronic disease control, and prenatal care, rather than to residency training outcomes, and therefore
represent another opportunity to strengthen GME accountability.

Beyond traditional Medicaid and Medicare GME pathways, Florida has expanded training capacity through
the Training, Education, and Clinicals in Health (TEACH) Program, which supports academic-community
partnerships in outpatient and underserved settings (s. 409.91256, Florida Statute). Eligibility is limited to
FQHC, rural clinics, and community mental health clinics, with enhanced awards available for community
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health centers with GME-accredited programs. As a condition of participation, TEACH-funded sites are
required to submit standardized quarterly reports on trainee participation, training settings, clinical hours,
teaching expenses, and lost revenue because of teaching activity, which the state publishes in annual
legislative reports that summarize program outputs and early outcomes. 6667 The program also
administers an annual trainee survey to assess training experiences and future workforce intentions. In its
first year, TEACH-supported trainees reported increased interest in practicing in primary care settings and
serving Medicaid populations, aligning with the program’s stated workforce objectives, although long-
term employment outcomes are not yet available. This reporting framework establishes an early
accountability model that links public investment in training to measurable participant experiences and
stated workforce intentions, while enabling future evaluation of practice outcomes.

North Carolina

North Carolina has a large rural population, with a third of North Carolinians living in rural areas. % There
has been a declining percentage of in-state medical school graduates and graduates of GME programs in
North Carolina practicing primary care and rural locations in the state. Furthermore, the gap between rural
and urban physician supply is worsening. 70 This physician workforce tracking data is available due to
data infrastructure utilizing the North Carolina Medical Board's annual licensure files, maintained by the
North Carolina Health Professions Data System at the UNC Cecil G. Sheps Center for Health Services
Research in collaboration with North Carolina Area Health Education Center.”! This data is gradually being
used for GME planning. Ten rural-based programs exist (three in internal medicine and seven in family
medicine) training 165 residents with greater than 50% of their time in rural sites.”> Much of the growth
has been catalyzed by federal start-up grants, with a few rural programs receiving state appropriations
and marginal Medicaid GME funds. To bolster rural GME throughout the state, the legislature
appropriated recurring and non-recurring dollars for the UNC System Rural Residency and Medical
Education Training Fund.” An initial analysis was conducted of the existing physician training, workforce
supply, and capacity of rural health facilities. For example, there are no rural general surgery residency
programs yet the state has 25 rural counties with no general surgeon. Meanwhile, 21 rural hospitals in
North Carolina have the procedure volume and case mix to meet at least 30% rural training time for
accreditation requirements.”? In response to this rural physician workforce crisis and capacity for rural
GME through the state, a grant program has been developed to launch, grow, and sustain rural residency
programs with flexibility such as lower rural training time requirements and a broader rural geographic
definition. Notably, funding and expansion funding will be contingent on predetermined graduate in-state
and rural retention.” Technical assistance is offered through the UNC Cecil G. Sheps Center for Health
Services Research. 7?

Together, these state initiatives illustrate that meaningful GME innovation can occur where funding
flexibility, accountability mechanisms, and cross-sector governance align. Across states, approaches vary
widely in design and scope, but common features include the use of Medicaid and state appropriations to
complement federal GME financing, increasing reliance on workforce data to inform investment decisions,
and efforts to link public funding with measurable workforce outcomes.
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Re-Centering Accountability at the Federal Level

Collectively, these state-level initiatives demonstrate that meaningful progress in aligning GME policy with
physician workforce needs is possible when financing flexibility, data infrastructure, and accountability
mechanisms converge. However, reliance on state-led innovation alone presents important limitations.
Not all states possess the political will, fiscal capacity, or technical infrastructure to reform GME policy,
resulting in uneven adoption and persistent geographic disparities. Moreover, GME financing is
fundamentally national in scope, with federal dollars comprising a substantial share of total investment
(i.e., Medicare, Medicaid, THCGME, VA), underscoring a federal responsibility for stewardship and
accountability. State efforts also tend to operate in isolation, limiting opportunities for shared learning,
standardization of outcomes, and efficient diffusion of effective models across jurisdictions. Finally,
physician workforce challenges, particularly specialty shortages, interstate migration, and regional
maldistribution, extend beyond state boundaries and require a national perspective that individual states
cannot fully address. These constraints highlight the need for stronger federal leadership to establish
shared goals, common metrics, and coordinating mechanisms that can align GME outcomes with
population health needs while supporting state innovation.

Conclusion

Graduate medical education is at a critical inflection point. Public investment in GME—anchored in federal
programs such as Medicare, Medicaid, The Health Resources and Services Administration, the Department
of Defense, and the Department of Veterans Affairs, and increasingly supplemented by state funding—has
grown substantially in scale and complexity. Despite this investment, enduring physician workforce
challenges related to specialty shortages, geographic maldistribution, and inequitable access to care
remain unresolved.

Recent federal legislative and regulatory changes, together with a growing number of state-led initiatives,
provide important proof points that GME policy can shape workforce outcomes. Yet these efforts have
largely emerged as discrete, localized responses to specific needs rather than as components of a
coordinated national approach. As a result, progress has been incremental, unevenly distributed across
states and regions, and characterized by wide variation in design and sustainability. More broadly,
Medicare's GME financing framework offers limited flexibility to reallocate resources across specialties,
settings, and training models in response to evolving population health needs. Limited coordination
across federal and state financing streams has reinforced a siloed approach to GME reform, constraining
opportunities for shared learning, replication, and broader system-level impact.

A central limitation continues to be the absence of a coherent national framework for GME accountability.
Despite decades of analysis, the United States lacks a shared set of goals, standardized outcome
measures, or an integrated data infrastructure capable of linking public investment in GME to workforce
and population health outcomes. As prior IOM and NASEM efforts have noted, this gap constrains
policymakers’ ability to assess return on investment, compare approaches across jurisdictions, or
systematically scale effective models.
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At the same time, emerging tools and data sources—including licensure data, workforce analytics, and
performance metrics—suggest that more robust accountability is increasingly feasible. Some states are
already using these tools to guide investment decisions, monitor outcomes, and condition funding on
workforce results. Federal policymakers face related but more complex challenges: balancing flexibility,
equity, fiscal stewardship, and national workforce priorities within long-standing statutory and regulatory
constraints.

More than a decade ago, in 2014, the Institute of Medicine recommended the creation of a multi-
stakeholder GME Policy Council in the U.S. Department of Health and Human Services to provide strategic
leadership for Medicare GME. The proposed council would have been responsible for developing a
national strategy for Medicare GME financing, assessing workforce sufficiency across specialties and
regions, informing future federal policy, and issuing annual progress reports on the state of GME. The
IOM also recommended establishing a GME Center within the Centers for Medicare & Medicaid Services
to manage the operational aspects of GME funding and to improve transparency through systematic data
collection and reporting on the use of GME funds. Together, these entities were intended to strengthen
accountability for federal GME investment and ensure closer alignment between GME financing,
workforce outcomes, and evolving health system needs. It aimed to address issues such as the
distribution of residency positions, the quality of training, and the alignment of GME with healthcare
delivery trends. In 2024, a bipartisan bill aimed to implement the GME Policy Council, but did not garner
enough support to become law.” Achieving meaningful accountability at national scale will likely require
congressional action to establish clear federal authority, responsibility, and expectations for workforce
outcome measurement and reporting.

The NASEM workshop "Exploring Opportunities to Improve Patient Access to Care through Strategic
Changes to Graduate Medical Education” will provide a neutral forum to examine these issues and discuss
potential next steps. There is growing concern that the “drumbeat” for accountability could lead to calls to
reduce GME investment if public funding cannot demonstrate alignment with population needs. By
bringing together federal and state policymakers, educators, researchers, and other stakeholders, the
workshop aims to clarify the role of accountability in GME policy, explore lessons from recent reforms and
state initiatives, and surface key questions to inform future analysis, dialogue, and policy development.

Questions for Workshop Dialogue
1. Accountability

What mechanisms can ensure that federal GME funding aligns with national health priorities? Should
funding be tied to specific workforce outcomes, and if so, how? How is accountability monitored and
enforced?

2. Metrics and Data

Which GME outcomes should be tracked to assess alignment with workforce and population health
needs? How can data infrastructure be strengthened to support this work? What additional data are
needed, and who should be responsible for data collection, reporting, and public transparency?

3. Access
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How can lessons from smaller scale strategic GME investments aimed at addressing disparities in access
to care — particularly in rural and underserved areas -- inform policy choices across the broader GME
financing system?

4. Collaboration and Governance

What roles should federal agencies, accrediting bodies, medical associations, states, and teaching
institutions play in shaping a more coordinated GME financing strategy? How can existing silos across
these actors be broken down? What would a Federal GME Policy Council look like?

5. Financing Reform

How should proposed changes to GME financing be evaluated in terms of workforce impact, equity, and
long-term sustainability? What safeguards would be needed to protect vulnerable populations and
training environments?

6. Innovation and Scaling

What can be learned from state-level GME initiatives? Under what conditions might successful models be
scaled, adapted, or supported at a national level?
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